Methods for quantification of high-density lipoprotein (HDL) cholesterol have been widely adopted by clinical laboratories in recent years. Various methods have been described in the literature, and the clinical laboratory has considerable choice in HDL separation methods, in cholesterol assays, and in calibration and control materials. Previous proficiency surveys (1, 2) have demonstrated poor performance of this assay by many laboratories. To determine whether performance in HDL cholesterol quantification has improved, we re-surveyed 10 Seattle-area laboratories as a follow-up to proficiency surveys conducted in 1978 and1979. 
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Materials and Methods
Five aliquots of plasma from donors collected with Na2EDTA,
1.5 g/L, were dispensed into Wheaton vials, which were then sealed and frozen at -70 #{176}C as described previously (3). Aliquots of a commercial lyophilized control material (Lipid Fraction Control Serum, lot 0968B003A;
Hyland Div., Travenol Laboratories, Deerfield, IL 60015), prepared by the same Omegatm procedure of spray-freezing and bulk lyophilization (4) In the present survey, interlaboratory SDs for the pools ranged from 34 to 136 mgfL, with an average SD of 64 mg/L (Table 1) lesterol approximating that in specimens with an accurate target value (8). Some commercial secondary standards may not fulfill these criteria and their use may lead to errors in cholesterol quantification.
Alsoobvious in these results is the difficulty in separating HDL in hypertriglyceridemic specimens. Laboratory four reported turbidity in the supernates for two specimens (A and G) with above-normal triglycerides; laboratory 13 reported a very high value for poo1G. This problem would be enhanced in the assay of specimensfrom nonfasting donors with increasedincidence of triglyceride-rich lipoproteins. several large studies sponsored by the National Heart, Lung and Blood Institute. In a previous evaluation (3) of various types of control materials for HDL separation, frozen pools of serum or plasma could validly be used to assess HDL separations. An Omega pool (Lipid Fraction Control Serum) behaved similarly to frozen pools in demonstrating method performance, whereas conventional lyophilized pools generally did not.
In addition to these
To assess the usefulnessof the Omega poolsas control materials for assessment of laboratory proficiency, we compared the laboratory performance for the Omega pool with that for frozenmaterials. if one considers the impracticality of using frozenpoolsfor large-scale interlaboratory proficiency surveys. Conventionalcake-typelyophilized pools may not be as well suited. The high interlaboratory SDs obtained in the survey by the American Association of Bioanalysts as compared with those for the College of American Pathologists' and the Seattle-area surveys, although certainly not confirmatory, are at least consistent with greater variability on conventional lyophilized pools.
All laboratories participating in this survey used enzymic cholesterol assays (Table 1) , whereas in the previous surveys six of 14 used strong-acid methods. In HDL separation, the use of dextran sulfate-Mg procedures has increased, with a corresponding decline in heparin-Mn2
procedures. The proportion of laboratories using phosphotungstateMg2 procedures has remained approximately constant. The one laboratory using an electrophoretic method in 1979 has changed to a dextran sulfate-Mg procedure.The reported workload for HDL cholesterol analysis increased 15% overall since 1979, from a total of 2516 to 2897 analyses per month in the 10 laboratories.
The performance results reported here suggest the need for continued improvements in HDL cholesterol quantifica- is used-offer better accuracy than do earlier methods. Reliable calibration proceduresand calibrators for the enzymic cholesterol assays have been described (8, 11).
